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F 300 | 483,25 PROVIDE CARE/SERVICES FOR F 302| F3009
s8=p | HIGHEST WELL BEING :
. Brookha_ven Manor supports the regulation that
Each resident must receive and the facility must "-‘“h_:;;‘m eé‘::t receive &ng the facility must
pravide the necessary cara and services to aftain provice & Sy care and serviees 1o attain
or maintain the highest practicable physical, E: ::;“ﬁ’é the ]:l'lih;i'igf“lﬁl? phystedl,
fental, and psychosocial well-belng, in rcordinos ot the cmpwie;;;?gsnessmm _
accordance with the comprehensive assessment and plan of care.
ard plan of care.
Corrective Action:
Resident # 129: Director of Nursing conducted
This REQUIREMENT is not met as evidenced an assessment on 09/08/2014 for the resident and
by: NP was notified, Resident’s medication was
Based on medical record review, review of facility reordered and administered,
investigation, observation, and interview, the
facility Tailed to follow a physician's order rslated dentificati : .
to the administration of medication for one dentification of other residents:
resident (#129) of thirty-six residents reviewad. A]Ibresidcnts ar¢ identified as having the poteatial
a5 being affected.
The findings included: Upon. review, no other residents were identified
&5 havipg been affected,
Resident #129 was admitted to the facility on
August 28, 2013, with diagnoses including .
Congestive Heart Failure, Hypertension, and Measures to be put into place:
Dementia withoul Behavioral lssues. Directar of Nursing condueted 4 feview of
Medical record review of the quarterly Minimum ﬁﬁ:ﬂwﬁﬁﬁﬁéﬁfﬂﬁmiﬁﬁ? 3
Data Set (MDS) dated July 27, 2014, revealed the taedication was administered as ordered. DON.
resident scored a thirteen on -the.Brief lnlen_:iew ADON, Risk Manager and Unit Manager audited
. for Mental Status (BIMS), indicating the resident medijcatjon carts daily for 5 days, beginning this
was cognifively intact, and required extensive date, to ensure accuracy of medication
assistanca with activities of dally living. administration. Licensed nursing staff was in-
serviced on medication administration policy on
Medical record review of a physician's order 9/13/2014 by the DON and ADON. This will be
dated September 2, 2014, written by the Nurse g‘r’l??:nmm“;‘;"m" 1o new liccused nursing during
Practitioner {NP), revealed "...Levaquin B
{antibiotic} 500 milligrams (mg) QD (everyday) for
7 days..."
(X8) DATR

LABDRATORY DlREGTOR'S OR PROVIDER/SUPPLIER REP?ATN’E‘S SIGNATURE- / . TITLE
7, /r“AJ/;/w/gz'qé-

_@%Jﬁé 4‘75’; /:tt./? ...-d:i;r‘," oalls ot it

Any deficlancy statement anding with an aslerlsk ():@enotes a deficiency which the Institution may be

T,

excused from corecting providing it 15 delormined thét

other safeguards provide sufficlont protection to the patfents. (Soe instructions.) Except for nursing homes, the findings stated abova are disclosable 80 days

fallowing the data of survey whether or not a pla

days following the date these documents are made available to the facility. IF
program participation.

n of comection Is provided. For nussing homes,

tha above fndings and plans of corection are disclosable 14

defidiencies are cied, an appraved plan of cofraction is requisite to continued
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F 308 | Continued From page 1 F 309| Monitoring:

Medical record review of a physician's order
dated September 4, 2014, writien by the NP,
revealad "...Rocephin {antibictic) 1 gram {gm)
intramuscular (iM) for 3 days.

Medical record review of the MAR revealed the
Levaquin was not initialed by the nursing staff as
being given 1o the resident on September 6,
2014, and September 7, 2014, Further review
revealed the nursing staff had initialed the
Rocephin was given on Septernber 4-5, 2014,

Medical record review of a Progress Note written
by the NP, dated $eptember 8, 2014, at 2:15
p.ra., revealed "...follow up for acute
Sinusitis...continuas to have left ear pain, cough
that is productive...frantal and maxillary pain...”
Further review revaaled "...upon lnoking (on the
Medication Administration Record - MAR) missing
doses of Rocaphin and Levaguin both for several
days..."

Medical record review of a Physician's Order
dated September 8, 2014, written by the NP,
revealed "...Racephin 1gm IM for 3 days..."

Review of the facility invastigation dated
September 8, 2014, revealed "...Levaguin not
signed out on September 6, 2014, and
September 7, 2014, and the medication was siill
in the cart...Rocephin signed out as given but
remained in the cart..." -

Interview with resldent #129 on September 8,
2014, at 3:55 p.m., in the resident's room,
revealed "...have an infection...have antibioic
ordered but just does not seem to be getfing
better...”

A medication cart audit will bs conducted weekly
beginning 09/09/2014 for 8 weeks by citherfor
DON, ADON or Risk Manager to verify

. compliance. If subatantial compliance is.achieved

after this period, an andit will continue on an
ongoing, unaiounced random basis each month.
Phacmacy consultant will also be utilized to

verify accurate medication administratiop and
counts on their scheduled review dates, Results of
audits will become & part of the QA/QI process
and will be reported as an agends item on the
monthly QA/QI schadule,
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F 309 | Continued From page 2 F 309
Interview with the Director of Nursing (DON) on
Seplember 9, 2014, at 1:15 p.m., in the 400 Wing
Nurses Station, revealed ™.} was made aware
tha medications had not been given to the
resident last night...the patient did not receive fhe
Rocephin on September 5-8, 2014...the
medication was still in the Medication Cart..."
Eurther interview revealed "...the Levaquin was
not given to the patient on September &, 2014, or
September 7, 2014...the medication was still in
the Medication Cait..." Gontinued interview
confirmed the facility had failed to follow a
physician's order far the medication. fc o4 /,4
F 315 | 483.25{d) NO CATHETER, PREVENT UT], F 315
§8=D | RESTORE BLADDER 1
Based on the resident's comprehensive . :
assessment, the facility must ensure thata Based on azesidents comprehensive ass;.ssment,
: resident who enters the facility without an Brookhaven Manor's goal is to ensure fhota
: ; : : . yesjdent who enters the facility without an
. indwelling catheter is not catheterized unless the indwelling catheter is not catheterized vnless the
resident’s clinlcal condition demonstrates that residents clinjcal condition demonstrates tnat
catheterization was necessary, and a resident catheterization was necessary; and a resident who
who [s incontinent of bladder receives appropriate is incontinent of bladder receives appropriate
treatment and services to prevent urinary tract treatrnent and services to prevent urinary tract
infections and to restore as much normal bladder infections and to restore as muck normal bladder
function as possible. functlon 8§ possible.,
Corrective Action:
This REQUIREMENT is not met as eVidenced Resident #56: On 09/09/2014 the Director of
by: . . Nursing audited residents chart for supporting
Based on medical record review, obsarvation, diagnosis. Physician was contacted and reccived
and interview, the facility failed to provide a order to dfc catheter this date, On 5/10/2014
medical justification for a urinary catheter for one resident # 56 was reassessed by DON for signs
resident (#56) of thirty-six residents reviewed. and/or symptoms of urinary retention. Results
waere negative.
The findings included:
Resident #56 was admilted ta the facility on
FORM CMS-2367(02-99) Previous Versions Obsalete Event 1D:UB3F11 Facliity ID: TN8203 If continuakion sheet Page 3of 8
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F 318 | Continued From page 3 F 315| Identification of other residents:

August 9, 2008, with diagneses including
Dementia without Behavioral Disturbance, Afrial
Fibrillation, Coronary Artery Disease, Chronic
Obstructive Puimonary Disease (COPD) and
Hypertension.

Medical record review of the quarterly Minirum
Data Set (MDS) dated July 27, 2014, revealed the
resident scored a 15 on the Brief Interview for
Meniai Status {(BIMS), indicating the resldent was
cognitively intact, required extensive assistance
with activities of daily living, and was frequently
incontinent of bowel and bladder.

Medical record review of a Nurse's Note dated
August 22, 2014, at 4:35 p.m,, revealed
*...resident cfo {compiaint of) unable to
void...abdomen nendistended, non-tender...Nurge
Practitioner (NP) made aware...N.Q. (new order)
noted to straight cath {catheterize - insert a
catheter in tha bladder) resident of more than 300
cc (cubic centimeters) out leave foley in place...”

Medical record review of a physlicians order dated
August 22, 2014, revealed "...sfraight cath
resident if greater than 300 mi (milliliters « used
interchangeably with cc) leave foley In place...”

Medical record review of a Nurse's Nofe dated
August 22, 2014, at 7:00 p.m., revealed "...this
nurse inseried foley catheter using sterile
technique...resident tolerated procedure
well...upon insertion immediate return of 350
millilters {mf) noted..foley {eft in place per
order...”

Medical record review of the Physician's
Recapltulation Orders for the month of

September 2014, revealed "...16 French bulb

All residents with indwelling catheters were
identified a5 having tha potential 1o being
affected.

Al residents with an indwelling catheter were
teviewed by the Director of Nursing. Resideat’s
physician(s) were notified regarding those
residents identified with an indwelling catheter in
the absence of a supporting diagnosis for
detsrmination if catheterization was necessary or.
to obtain order for discontinuation of catheter,

Maeasures to be put into place:

DON in-serviced all licensed staff on reviewiug
residents indjcated for application of an
indweiling catheter to ensurc a supporting
diagnosis is evident for catheter usc and is
appropriate. . This will be cotnmenijcatsd to new
licensad nursing during orientation.

Meonitoring:

DON and/or ADON will review all new orders
for an indwelling Feley catheter to cosure 3
supporting diagnosis is present and the
application of e Foley catheter is appropriata.
This process will be on going. Catheter use is
discussed and reviewed as one of the quality
measure categories at the monthly QA/QI
mnecting. This measure will continue as an
established QA/QI agenda item.
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F 315 Continued From page 4 F 315

indwelling catheter ta gravity...mey change
catheter PRN (as needed)...change drainage bag
g (every) 30 days...Urinary Retention...”

Observatlon on Saptember 8, 2014, at 1:00 p.m.,
and Septembler 9, 2014, at 2:30 p.m., in the
resident’s room, revealed the resident had a
urinary catheter present.

Medical record review of a Physlcian's Verbal

Order dated September 8, 2014, with no time,
revealed "...d/c (discontinue) foley catheter no
supporiing diagnosis..." .

Interview with Licensed Practical Nurse (LPN) #3
on September 9. 2014, at 10:45 am., in the 400
Wing Nurse's Station, revealed "...the patient
complained of abdominal pain on August 22,
2014, and when the catheter was inserted there
was 350 mi of urine in the bag...the foley was leff
in place...” Further interview revealed “...the
residant was incantinent of urine prior to the
Insertion of the urinary catheter..."

Interview with the Director of Nutsing (DON) on
September 8, 2014, at 10:55 a.m., in the 400,
Wing Nurse's Station, revealed “...ihe catheter
was inserted for abdominal distention with
immediate return of 350m! of urine in the bag...”
Further interview confirmed the facility had failed
to provide a medicat justification for the continued
use of the urinary catheter.

F 431 | 483.60(b), (d}, (e) DRUG RECORDS, F 431
ss=£ | LABEL/STORE DRUGS & BICLOGICALS

The facility must employ or abtaln the services of
alicensed phamacist who establishes a system
of records of recelpt and disposition of all

SORM CM$-2567{072-99) Previous Versions Obadists Evont ID;US3F11 Facdlity I TNB203 If continuation sheet Page 5of 8
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F 431 | Continued From page 5 FA431| pazny folo/ 4
controlled drugs in sufficient detail to enable an
accurate reconciliation; and determines that drug Brookhaven Manor employs or obtajns the
records are in-order and that an account of all serviees of a licensed pharmacist who establishes
controlled drugs is maintained and periodically a system of records of receipt and disposition of
reconciled. all controled drups in sufficient detsil to enable
an accurate reconciliation; and deteriines that
Drugs and blologicals used in the fagility must be S;']’]%Im‘{:mag ggggﬁiﬁ;ﬁ:ﬁgﬁ:ﬁ yall
labeled in accordance with currently accapted reconciled.
professional principles, and include the
appropriate accessory and cautionary Carractive Action:
instructions, and the expiration data when
applicable. . Explred medications, (2) antibiotics were
immediately semoved and disposed of according
In accordance with State and Federal laws, the to medication destruction standards. The resideat
faoility must store all drugs and biologicals in for whom the medications were ordered was
locked compariments under proper temperature cusrently hospitalized and not in danger of
controls, and permit only authorized personnel to receiving the medication when discovered.
have aceass to the keys. Identification of other residents:
All residents are identified as havi i
The facility must provide separately locked, as being affected. entified as having the potentil
permanently affixed compartments for storage of- Upon review, no other residents were jdentified
controlled drugs listed in Schedule Il of the as having been affected.
Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to Measures to be put into place:
abuse, excap! when the facility uses single unit . . ) )
package drug distribution systems in which the Eﬁgﬁ&gﬁ&dﬁf&iﬁﬁﬁ ;‘x“;sﬁ stafk
giz:r;tal%;tgr:tg :lse lg['ummal and a missing dose can medications on, 09/10-122014 and 09/15-
. 1612034, Third shift licensed mirsing staff will
review their assigned medication refrigerators
daily, when refrigerator temperatures ere logped,
for expired medications, . This will be
This REQUIREMENT is not met as evidenced communijcated to new licensed nursing ducing
by: orientation.
Based on observation, interview, and facility
policy review, the facility failed to ensure expired
medications were not available for use in ane of
two medication storage refrigerators.
The findings included:
ORM CMS-2687{02-09) Previcus Versions Obsolste Event 1l UB2P11 Facility 10: TN6203 If continuation sheet Paga 6of D
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F 431| Continued From page € F431| Monitoring:
Observation and interview with the Assistant DON aud/or ADON will ensure medication
Director of Nursing (ADON) on September 10, roorns will be audited daily beginning 09/10/2014
2014, at 9:20 a.m., in the 300-400 hall. medication f;'l; i gff ré’;ﬁ;iik e g week period o
. . . Cass will continu
room, revealed a stor_age refrigerator with one onics per week for SWRES after s fnitlal
inravenous {IV} solution of Vancomycin C | s v
A - period. If substantial complisnce is achieved after
(antibiotic) 1250 milligrams (ma} per (/) 250 this petiod, an audit will continte on an ongoin,
milliliters {mi) with an expiration date of August unenaounced, random basis by the DON. ADON
28, 2014, and one IV solution of Vancomycin or Risk Manager on a montily basis, '
1250mg/250m} with an expiration date of August
20, 2014. Interview with the ADON confirmed the
iV solutions of Vancomycin were sxpired and
wera available for resident use.
Review of facility policy, "Medication Storage in
the Facility...Storage of Medications™ dated June
2011, revealed ",. Medications,.-are stored safely,
sacurely, and properly.. outdated...are
immediately removed from stock, disposed of
according to procedures for medication
disposal...” elia /i
F 441 | 483,65 INFECTION CONTROL, PREVENT F 441 Fad1
s5=¢ | SPREAD, LINENS
Brookhaven Manor supports the requirement that
The facility must establish and maintain an a facility must establish and maintain an Infection
Infection Control Program designed to provide a Control Program designed w0 provide a safe,
safe, sanitary and comfortable environment and sanitary and comfortable environment and to help
to help prevent the development and transmission prevent the development and transmissjon of
of disease and infection. disease and jnfection.
(a) Infection Control Program Corrective Action:
;:;39 fg;nlltgnn‘;g?msiéitﬁs_h an Infection Contro! Al inappropriste ?tmlm sored ir;medi cation
mediate Ve,
(1) Investigates, controls, and prevents infections room were i yreme
in the facility;
{2) Decides what procedures, such as isolation,
should be applied to an individual resident; and
(3) Maintains a record of Incidents and corrective
*ORM CMS-2587(02:49) Previous Versions Obsoleta Event ID:U&3PH Faciity 1D: THO203 If continuation shaet Page 7 of9
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F 441 | Continued From page 7 F 441
actions related to infections. Identification of other residents:
. . No Residents identified in this sample.
(b) Preventing Spread of Infection No residents were identified o having boen
(1) When the Infection Control Program affected nader thi :
. . s et this tag. No other items were
determines that a resident needs isolation fo identified as being improperty stored
prevent the spread of infaction, the facility must pery '
isolate the resident. Measures to be put into place:
(2) The facility must prohibit employses with a
communicable diseass or infected skin lesions DON in-serviced 100% of licensed nursing staff
from direct contact with residents or their food, i on 09110-1?/2014 and (9/15-16/2014 on proper .’
| direct contact will transmit the disease. storage of iters in medication rooms.
(3) The facility must require staff to wash their Compliance will be maintained by third shift
hands after each direct resident contact for which ;'::i:i":i‘:n‘”e’a‘i“& ?';ﬁ""h" “c'gi] l'ege“' their
hand washing is indicated b tad : Tl TODMS dally to ensure no
professional grac:l?gecate yaceep improper storage of iterns. This will be
. cu.mmumca:ted {o new licensed nursing during
\ oricntatjon,
{c) Linens
Personnel must handle, store, process and
transport linens s0 as to prevent the spread of Monitoring:
infection. .
DON and/or ADON wifl ensure medication
rooms will be audited dajly for 5 days for
compliancs beginning 09/10/2(H4, This process
This REQUIREMENT is not met as evidenced N ontue onco per week for § weeks. If
by: Ijl;dzl:u a:I acuodr;tlph‘alllm 12:ch1eved after this
v : - : will continue on an ongeing,
‘Based on observation, facility policy review, and unannounced, random basis by sither/or DON/
interview, the facility failed to store supplies in a ADON, or Risk Manager.
sanitary manner in two of two medication rooms.
The findings included:
Observation and interview on with the Assistant
Director of Nursing (ADON) on September 10,
2014, at 9:22 a.m., of the 300-400 hall medication
storage room, revealed twelve individual boxes of
cigareties stored in a plastic bag on a shelf next
to infravenous {1V) tubing used for administration
of medications. Interview with the ADON
revealed ™...should be in the smoking
“ORM CMS-2567(02-99) Previous Verslons Obaglata _ Event ;USSP Facitity ID: TN6203 If sontinuation sheet Page & of 8
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Continued From page 8

cablnet...they shouldn't be in here..." Further
Interview confirmed the cigarettes should not be
stored with resident supplies.

Observation and interview with the ADON on
September 10, 2014, at 9:50 a.m,, of the 100-200
hall medication storage room, revealed one box
of ptastic spoons used to administer crushed
medications fo residents, two plastic sharps
contalners, one gallon of distilled water, and one
package of antipsychotic flow sheets stored
under the sink. Interview with the ADON
confirmed no items are to be stored under the
sink *.._nothing should be there...”
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